EMAI/IERC
CONFERENCE
October 21-23, 2005

The Indiana Emergency Response Commission
(IERC) and the Emergency Management Alliance of
Indiana (EMAI) will host a conference for Local Emer-
gency Planning Committee (LEPC) members and emer-
gency responders October 21-23 at the Indianapolis
Marriott East Hotel.

Tom Ridge, former Secretary of the U.S. Department
of Homeland Security, will offer the keynote address.
Additional speakers include Governor Mitch Daniels
(Invited) and Rick Schlegel from the Center for Domestic
Preparedness. Representatives from FEMA Region V
and the Indiana State Department of Health will also
address the conference.

The conference will include presentations on NIMS
Training (IS 700), Courthouse Security, the Bhopal, India

chemical release anniversary, the magnesium fire response

in Anderson, and breaking down communications barriers
in emergency planning and response. State and national
vendors will display the latest emergency response equip-
ment and technologies at the conference.

The cost of attending all three days of the conference
is $159.00. A block of hotel rooms at the Indianapolis
Marriott East is available at the special rate of $86.00 for
conference attendees. (For hotel room direct billing,
contact Katrina Robinson at (317) 352-1231, Ext. 1290).

Free shuttle bus service between the hotel and Circle
Centre Mall, the Children’s Museum of Indianapolis, and
the Indianapolis Zoo will be provided for attendees, their
family members, and guests.

An insert in this issue of The Sercular provides a
complete conference agenda and registration form.
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DESPITE PROGRESS, CHEMICAL
SPILLS PERSIST
by Carolyn W. Merritt, Chairman and CEO,
US Chemical Safety and
Hazard Investigation Board

WASHINGTON - Silently after nightfall, an uncon-
trolled chemical reaction began in a vessel holding thou-
sands of pounds of toxic substances. Gas pressure began
to build, opening a safety device designed to protect the
vessel from bursting. However, the chemical plant lacked
equipment to contain the release, and a cloud of unidenti-
fied gases began wafting through nearby neighborhoods.

By the time sleepy residents realized what was
happening, many had been exposed. Emergency respond-
ers, lacking the proper equipment and experience, alerted
residents by going door to door and struggled to help the
contaminated and the sick reach the nearest hospital.

These were the actual events of April 12, 2004, in the
northwest Georgia community of Dalton. But to those of
us who study chemical-process safety, there are eerie
similarities to the events of Dec. 3, 1984, in Bhopal, India,
where an uncontrolled release of 90,000 pounds of methyl
isocyanate gas from a US-owned chemical plant immedi-
ately killed several thousand residents - and ultimately
thousands more - and shocked the world.

Fortunately, the gas release in Dalton was smaller and
less toxic, the area around the plant was less densely
settled than Bhopal, and a fortuitous rainstorm helped
suppress the hazardous fumes. While 154 Dalton residents
were sent to the hospital for evaluation, none died.

Nevertheless, the incident illustrates that 20 years
after the Bhopal tragedy, inattention to chemical safety can
still threaten the public with a devastating impact.

Are we doing enough to prevent such accidents? |
have been thinking about this question a great deal since
returning recently from a conference in Kanpur, India, to
examine the causes and consequences of Bhopal on the
20th anniversary of the accident. The agency | head, the
US Chemical Safety and Hazard Investigation Board
(CSB), is one of Bhopal’s many legacies, established by
Congress to independently investigate significant chemical
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CONGRESSIONAL TESTIMONY OF
CAROLYN W. MERRITT,
CSB CHAIRMAN

Testimony before the
U.S. Senate Homeland Security
and Government Affairs Committee

Madam Chairman, Senator Lieberman, and members
of the Committee, thank you for the opportunity to testify
this morning. | commend you for your leadership in
convening this hearing. Protecting the public from chemi-
cal emergencies is an important responsibility of the federal
government.

The U.S. Chemical Safety and Hazard Investigation
Board (CSB) is an independent, non-regulatory, federal
agency that investigates major chemical accidents at fixed
industrial facilities, determines root causes, and issues
safety recommendations. Our recommendations go to the
companies that have the accidents, other government
agencies, and trade and labor organizations. We currently
have three Board members of five authorized; we are
appointed by the president and confirmed by the Senate.
We have a professional staff of engineers and safety
experts.

The Board does not have primary jurisdiction over
transportation-related chemical accidents, and we also do
not have jurisdiction over industrial site security or criminal
acts that cause a chemical release.

Since we opened our doors in 1998, we have launched
investigations of approximately 35 major chemical acci-
dents at fixed industrial facilities to determine their root
causes, and we have issued almost 300 safety recommen-
dations designed to prevent future accidents.

In the time we have been in existence, we have learned
something very troubling. The incidents we have investi-
gated at the U.S. Chemical Safety Board have revealed
serious gaps in the preparations for major chemical re-
leases by companies, emergency responders, government
authorities, and the public. These gaps in preparedness
leave Americans vulnerable.

Madam Chairman, in December of last year, | traveled
to Kanpur, India, to a conference marking the twentieth
anniversary of the chemical plant tragedy in Bhopal, India.
In that accident on December 3, 1984, about 43 tons of
toxic methyl isocyanate, which is actually not a large
quantity, were released into the air from a U.S.-owned
pesticide plant. Several hundred thousand people were
exposed to the gas. About three thousand people died
within a few weeks, and more than 200,000 sustained
permanent injuries.

For me, it was an extremely sobering experience to
meet with some of the plant operators, residents, health
professionals, and public officials from this ill-fated city.

On the eve of the disaster, these were just ordinary people
going about their lives, as we all do. Although many showed
tremendous courage and heroism when the gas release was
impacting a panicked population, overall the residents and
the city were caught totally unprepared. It was the lack of
preparation that made this accident particularly devastating
and added to the casualties in what became the worst
industrial accident in history.

Residents and community officials were unaware of
the toxic hazard from the nearby facility and had not
planned an appropriate emergency response. When the
time came, the wrong actions were taken. For example,
many who were told to evacuate ran directly into the toxic
cloud and died in the street while those who stayed in their
shanty homes survived. | do not suggest that the accident
was the fault of residents or public officials. However, if
they had been able to prepare for such event, the impact of
the release could have been mitigated. That is the conclu-
sion reported by local officials in Bhopal today.

The consequences of the Bhopal accident were
extraordinary, but the accident itself was not. The amount
of toxic material released, forty-three tons, would fit
comfortably into just one rail car. Safety experts have
concluded that the Bhopal gas release was caused by a
combination of poor operating practices, poor maintenance,
and the deterioration of safety equipment designed specifi-
cally to prevent this kind of release. In our investigations,
the Chemical Safety Board regularly finds deficiencies
similar to those at Bhopal at major incidents in this country
- including the failure to prepare the public for chemical
emergencies.

In the U.S. in the past few years, we have had several
chemical releases that have similarities to Bhopal. Fortu-
nately, the consequences, though tragic, have been far less
severe than Bhopal. One reason is that they occurred in
more sparsely populated areas. The most recent was the
release of about 60 tons of chlorine from the rail car crash
in Graniteville, South Carolina, in January, now under
investigation by the NTSB. An area two miles downwind of
the derailment was affected, and the accident took ten
lives. This was not even a worst-case event since the gas
release was not instantaneous, but occurred over several
days.

A similar-size chlorine release occurred in a sparsely
populated, rural area outside San Antonio last year, when
two freight trains collided. A conductor and two residents
were Killed by chlorine gas, and people 10 miles away
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reported symptoms of exposure. Of course chlorine is but
one of a number of high-volume hazardous chemicals,
including ammonia, hydrofluoric acid, and others that pose a
potential danger to those who live near fixed chemical
facilities or along rail or pipeline routes that transport the
chemicals.

Clearly, if a major release occurred in a densely settled
urban area, it would have the potential to cause large-scale
casualties. Following Bhopal, in the 1990s, the EPA began
requiring that more than 15,000 hazardous chemical sites
begin planning for disasters and file worst-case scenario
data with local and federal authorities. Some in industry
noted that these scenarios - which often indicated that
thousands of people within a certain radius would be
imperiled by a single release - could be unduly alarming.
The predictions were known to be very conservative and
were intended to be used for planning purposes by emer-
gency response organizations and government agencies.
The scenarios were unlikely or overly simplistic, and they
did not take account of real-world factors such as topogra-
phy and wind conditions, critics said.

In today’s climate the potential for a catastrophic event
is more real than when these arguments were first made.
Today an intentional criminal act is a real possibility. One
method of determining the effects of various scenarios is
called “dispersion modeling,” and it has been widely used
over the past decade. For example, in 1998 the Chlorine
Institute, an industry trade group, published a pamphlet
entitled “Estimating the Area Affected by a Chlorine
Release.” The institute used dispersion modeling to calcu-
late the effect of worst-case releases from tank trucks, rail
cars, and other common containers under typical atmo-
spheric conditions. According to this publication, the total
failure of a chlorine rail car could produce a plume four
miles wide by 15 miles long with concentrations exceeding
20 parts per million (ppm) — higher than what the federal
government terms “immediately dangerous to life and
health.” Naturally, closer in than 15 miles, the levels can be
much higher, exceeding the 430 ppm concentration that is
rapidly fatal. While these dispersion models may prove to
be overly cautious, they do indicate the potential magnitude
of the problem.

The overall message is clear: a large-scale instanta-
neous toxic gas release is quite capable of causing thou-
sands of casualties if the conditions are right and the
release occurs near a population center. We have seen it
overseas; we have seen it projected in computer models;
and we could see it in the future here in the United States
as the result of a terrorist act or perhaps an accident.

At many fixed industrial sites, there are chemical

storage tanks that are far larger than any rail car. In my
years as an industrial safety and environment executive, we
were certainly aware of some large storage tanks that
could cause catastrophic toxic releases affecting thousands
of residents. In one case, we knew of an ammonia storage
tank in a major port that could have jeopardized nearly a
million people in case of a total failure or attack.

In addition to large storage tanks, there are also large
numbers of stationary rail tank cars parked at chemical
plants, freight yards, and other sites. In fact, the CSB has
investigated three chlorine releases that involved stationary
rail cars at chemical plants in Missouri, Louisiana, and
Arizona. There were injuries in each case, but fortunately
no fatalities.

Overall, we have an excellent record in this country of
minimizing off-site fatalities from chemical releases at fixed
industrial sites. A lot of the credit is due to those companies
that have diligently implemented the process safety and
emergency planning requirements established under the
1986 Emergency Planning and Community Right-to-Know
Act and the 1990 Clean Air Act Amendments. Some
companies have gone above and beyond the requirements
through voluntary programs, including joint planning and
cost sharing with local emergency response organizations.

But some of our “success” is also due to luck or good
fortune. In our investigations, we continue to observe
companies and communities that were caught unprepared
for even small-scale chemical releases. From time to time,
we find companies that have large quantities of toxic
materials close to residential neighborhoods, schools, or
other businesses and have few if any functional safety
procedures or devices in place - and their communities are
not prepared for a chemical emergency.

Among the accident cases we investigate, a deficient
emergency response is more often the rule than the excep-
tion. I will briefly discuss a half dozen cases that illustrate
this point. All of these cases were investigated by the
Board over the past three years.

In August 2002, a chemical repackaging facility in a St.
Louis suburb had a release of chlorine gas from a failed
transfer hose connected to a rail car. Four out of five
emergency shutoff valves failed to close properly when the
automatic shutdown system detected chlorine, because
they were not properly maintained or tested. Emergency
protective equipment was not available to plant personnel,
as it was stored too close to the rail car and became
immediately inaccessible when the release started. In
addition, the community’s volunteer hazardous materials
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team had never practiced at the site for such an accident.
Volunteer responders took 90 minutes to assemble the
team, 45 minutes to get suited and plan entry to the site,
and another 45 minutes to reach the rail car and shut off
manual valves, stopping the leak. Over that three-hour
span, some 48,000 pounds of chlorine gas had been
released to the surrounding area.

Although some companies unload chlorine cars indoors
and also have scrubber systems for leaks of the gas, there
were no such measures in place here. The rail car was
outdoors, unprotected, and a short distance away from a
100-unit mobile home park and other businesses. Under
the worst case, hundreds of people could have been
rapidly exposed to toxic concentrations of gas. There
were no warning sirens or telephone call-down systems,
and firefighters had to go door-to- door with bullhorns in an
effort to evacuate residents.

A series of fortuitous circumstances, however, includ-
ing the time of the day and the wind direction, spared local
residents and prevented a catastrophe. Many residents
said they did not even know that the chlorine repackaging
facility was nearby. Neither the company nor local authori-
ties had developed effective means of notifying neighbors
about the release, produced any plans for shelter-in-place
or evacuation, or performed any simulation exercises to
prepare for even the most probable of events, let alone the
worst-case scenario.

Later that year, in Pascagoula, Mississippi, there was a
massive explosion in a chemical plant distillation tower.
The upper 35 feet of the tower were blown skyward and
heavy pieces of metal debris - some weighing up to six
tons - were hurled up to a mile away. The facility was in
the center of a massive chemical complex that included a
petrochemical refinery and a fertilizer plant, all with large
storage tanks of toxic and flammable materials. A
100,000-gallon storage tank, 500 feet away from the tower,
was pierced and ignited by debris from the blast.

As in other cases, emergency notification was not
effective. A precautionary shelter-in-place was ordered,
but not everyone was notified or knew how to respond.

Once again, fortunate circumstances prevented a
greater disaster. The tower broke at the top, preventing
damage to much of the ground-level equipment. The most
hazardous storage vessels, including a 500,000-pound
anhydrous ammonia tank, were narrowly spared by the
debris and the blast wave from the explosion.

The accident highlighted an interesting problem in
emergency planning: few companies if any, in planning for
a worst case, consider the effect on their own operations
from explosions or chemical releases at neighboring

chemical plants.

Less than one year later, another distillation column
exploded at a chemical plant in Miamisburg, Ohio, outside
of Dayton. Once again heavy debris damaged nearby
equipment, including a 52,000-pound storage tank of toxic
and flammable carbon monoxide gas. A one-mile radius
evacuation was ordered, involving some two thousand
residents. Police had to go door-to-door notifying many of
the evacuees, and some people were never notified at all.
Evacuation instructions were unclear, and some residents
were not told where to go to safety. Many were unaware
that the plant even existed or had potential explosion
hazards.

The same year, a large chemical refrigerant plant in
Baton Rouge was caught unprepared when chlorine
unloaded from a rail car began leaking through corroded
process equipment at the facility. The ventilation system
for the control room had not been properly maintained, and
chlorine gas quickly entered the room, forcing the opera-
tors to flee before they could shut down the process. With
the controls abandoned, the leak continued for several
hours, and nearby residents were forced to take shelter.
The chlorine leak also destroyed the electronic control
system at the plant and caused a prolonged shutdown of
the facility.

Later that year in Glendale, Arizona, a densely popu-
lated city adjacent to Phoenix, there was another chlorine
release from a chemical plant scrubber system fed by a
chlorine rail car. Up to 3,500 pounds of the gas were
released, forcing the evacuation of four thousand resi-
dents. In addition, students at two elementary schools had
to shelter in place. Once again, local authorities were not
fully prepared for the release, and some of the emergency
notification was done door-to-door by police officers who
were not wearing respiratory protection. In the end, ten
officers needed to go to the hospital themselves for
chlorine-related symptoms. The notification system and
emergency response were not completely effective. For
example, evacuees were told where to go to shelter safely,
but they were not given a route to get there, and the most
direct path for some was directly through the plume.

Probably the most significant incident of all occurred in
the northwest Georgia community of Dalton just a year
ago, in April 2004. A small chemical company there
decided to make a new product, a chemical called triallyl
cyanurate (TAC). To make TAC, the company needed a
toxic and volatile raw material, allyl alcohol. The company
ordered the delivery of a 31,000-pound tank truck con-

TESTIMONY.....cont'd. on page 6



FIELD NOTES

by lan Ewusi-Wilson

Greetings, Good Citizens!

Kathy Dayhoff-Dwyer, the
Southern Indiana LEPC Field
Representative, recently ac-
cepted the Homeland Security
District 8 Area Field Coordinator
position with the Indiana Depart-
ment of Homeland Security’s
Division of Planning. We will
miss her tremendously, but the IERC intends to bring you
someone who is equal to the task and will serve you well.

Crisis Communication Tips

In your role as an LEPC official or as an emergency
response manager, you may need to work with your local
media during an emergency in your community. Develop-
ing a crisis communication plan in advance will aid you in
your efforts to address media inquiries effectively and
efficiently while still disseminating the appropriate informa-
tion to the public during an emergency.

Creating a crisis communication plan is the essential
first step in dealing with the media during an emergency.
Working with the media may seem difficult, especially
during an emergency, but it does not have to be. Following
are a few tips to help you work with the media in the event
of an accident or crisis in your community:

e Assess the situation as quickly as possible, assemble a
public information team (Form a joint information center, if
necessary), and set up a media information center (Note:
Depending upon the type of event, you may need to set up
a media information center away from a scene).

e Disseminate information as quickly as possible and
make the media your partner.

e Monitor the news reports to ensure information is
accurate. Correct misinformation immediately and put an
end to rumors.

e Sympathize with the victims.

e Expect the unexpected.

e Getenough rest and nourishment, if possible.

I picked up the following suggestions from a regional
conference in Winnebego County, Illinois. The Illinois State
Attorney offered the following guidance for working with
the media during an emergency, which he titled “The 10
Commandments for Working with the Media”:

e Be aware of and work with deadlines. Ask a
reporter about their deadline and try to work with them to
disseminate accurate information to the public.

e If you don’t know the answer, say so. Offering
inaccurate information could be very costly.

e Look at each contact with the media as an opportu-
nity to communicate with the public. This is perhaps the
easiest, quickest, and most efficient way to reach your
audience at this time.

e Take time to teach, especially with an inexperi-
enced reporter. This will go a long way toward educating
the public on the situation.

e Be straight with reporters - never tell half the story.
e Be helpful; don’t expect the media to do all the
work and then be upset if they don’t do it right. Pro-
vide information in writing, when possible.

e Develop a relationship with your local reporters.
Reporters have their ears to the ground, know the commu-
nities they serve, and how to reach them.

e If a story is inaccurate or misrepresents a situation,
go to the reporter instead of to his/her boss. Contact a
reporter immediately to correct an error or misrepresenta-
tion and to promote communication, collaboration, and
cooperation.

e Don’t engage in a battle with someone who buys
ink and paper in bulk. They can out-publish you and you
will lose.

e If you make a mistake, accept the responsibility
right away.

DAVE CROSE RETIRES FROM IDHS

The Indiana Emergency Response Commission
(IERC) Coordinator Dave Crose recently retired from the
Indiana Department of Homeland Security.

Dave’s history of public service is quite extensive.
After graduating from the Indiana State Police (ISP)
Academy at Indiana University in Bloomington, Dave
served with ISP from 1964 to 1984. From 1977-1984, he
was Commander of the White Collar Crime Investigation
Section. He retired from the ISP in 1984 with the rank of
First Sergeant. After leaving ISP, Dave served as Chief of
Police of Noblesville, Indiana from 1984 to 1989.

Dave’s service to state government began in 1989,
when Governor Evan Bayh appointed Dave Chief Investi-
gator of the Indiana State Ethics Commission. In 1991, he
joined the State Emergency Management Agency (SEMA)
as Division Director of the Technological Hazards Divi-
sion. Dave held that position until the reorganization of
SEMA as the Indiana Department of Homeland Security
earlier this year.

CROSE.....cont'd. on page7
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tainer of the highly toxic and flammable liquid. But com-
pany personnel had not fully researched the chemistry of
the reaction process, and during the very first production
batch the reactor overheated and began spewing toxic and
flammable chemicals into the air. There was no safety
equipment in place to contain the release, and a toxic
vapor cloud formed and began drifting toward a residential
community.

The quantity of allyl alcohol at the plant was well
above the threshold of 15,000 pounds under the EPA’s
Risk Management Program (RMP) rule, but company
managers did not even know that the rule existed, did not
take required steps to prevent or contain a release, and did
not develop a required emergency response plan for the
toxic hazard.

Problems with preparedness were not confined to the
company, however. Even in this relatively industrialized
region, the fire department lacked equipment or protective
clothing for a large toxic chemical release. They did not

have encapsulating suits or appropriate air monitoring gear.

In fact, the community had no hazardous materials unit at
all, and in case of a toxic emergency the plan was to bring
in contractors from elsewhere in the state, up to 90 miles
away.

The community had not planned for sheltering resi-
dents in-place, and when the release occurred an evacua-
tion was attempted. There were no warning sirens, either
at the plant or in the community, and so unprotected police
personnel went door-to-door notifying people to leave.
The evacuation exposed responders and residents to the
toxic gas. A total of 154 people were decontaminated and
evaluated at an overwhelmed local hospital, including 13
police officers and four ambulance personnel. Fortunately,
all the residents and responders survived. Fortuitous
circumstances, including a heavy rainstorm that helped
scrub the toxic gas from the air, may have prevented more
serious consequences.

At a public hearing that the Chemical Safety Board
convened in Dalton last fall, we heard how Georgia has
not implemented some key provisions of the 1986 Emer-
gency Planning and Community Right-to-Know law.
Georgia designated a single Local Emergency Planning
Committee (LEPC) for the entire state, and jurisdictions
like Whitfield County where Dalton is located are without
a functioning LEPC.

The whole purpose of LEPCs, as designed by Con-
gress, is to coordinate emergency planning among compa-
nies, police, fire, community groups, local officials, and the
news media. Arguably, it was exactly this kind of planning
and coordination that was missing in Dalton. But there is

no designated federal funding for the LEPC program, little
national coordination, and no sanction against states and
localities that do not implement these requirements.

I am disturbed by what the CSB’s investigations have
shown. In the cases we have examined, preparations for
chemical emergencies were found to be uneven and
inadequate. While we do not know how representative
these six cases are, at a minimum they point to the need
for a comprehensive national review of chemical pre-
paredness.

The lack of preparation potentially leaves our country
vulnerable to the effects of both chemical accidents and
possible acts of terrorism. As we learned from the Bhopal
tragedy, effective planning can greatly mitigate the effects
of a devastating chemical release. Until we have effective
safety systems at all chemical facilities, effective mitiga-
tion and containment systems, and effective emergency
preparedness at every community from coast to coast, our
people will continue to be vulnerable, exposed to prevent-
able risks.

We all hope and pray such accidental releases or acts
of terrorism never occur. But if such a disaster should
happen, we must be prepared to respond quickly and
effectively to save every life we can and to limit the
damage. The time for planning is now, not after a tragedy.
I commend you for your leadership in convening this
hearing today before such a tragedy has occurred.

SPILLS.....from page 1
accidents, determine root causes, and make recommenda-
tions to prevent future accidents.

Our investigations of major accidents provide persua-
sive evidence that serious safety problems still exist among
some US operations that store, use, or produce chemicals.
The problems often occur at smaller businesses that may
lack substantial safety expertise or receive less frequent
oversight from regulators. A striking example was the
chemical explosion at a small signmaking company in
Manhattan two years ago, which injured 36. Elsewhere,
we have seen employers using untrained workers to handle
highly hazardous materials, workplaces where critical
safety equipment is absent or in disrepair, and emergency-
response plans that leave nearby residents confused about
what to do.

There have been significant regulatory changes and
other improvements in the past 20 years, and both industry
and government continue to look at chemical safety issues
in light of the September 11 attacks. Among new federal

SPILLS.....cont'd. on page 7
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rules are chemical process safety regulations adopted by
the Occupational Safety and Health Administration in 1992
and the Environmental Protection Agency in 1996. Indus-
try has developed its own voluntary standards as well,
such as the American Chemistry Council’s Responsible
Care program, which commits members to environmental
and safety principles and community outreach. These
efforts have had positive effects.

But substantial challenges remain. Not all companies
joinvoluntary programs, and not all voluntary programs
result in verifiable improvements. In addition, federal
process-safety regulations still do not address the cause of
many chemical accidents. Prompted by tragedies in Lodi
and Paterson, N.J., in the 1990s, the CSB conducted a
study of 167 serious accidents in the US involving uncon-
trolled reactions since 1980. The study found that more
than half of these accidents involved chemicals not cov-
ered by process-safety regulations, and we therefore
recommended broadening those rules.

Around the country, accidents continue to Kill or injure
workers, impact communities, and in some cases have the
potential for wider destruction. Last April, at a plastics
production plant in central Illinois, five workers were killed
and others were seriously injured when flammable vinyl
chloride leaked, ignited, and exploded near a production
unit. An emergency system designed to suppress the vinyl
chloride vapor cloud malfunctioned.

At a chlorine repackaging plant near St. Louis two
years ago, a transfer hose burst and none of the plant’s
four automated emergency shutoff valves closed. The
result was a 48,000-pound chlorine gas release, which
imperiled a mobile home community. As in Dalton, Geor-
gia, neither the community nor the plant had emergency
sirens or automated telephone alert systems, and

firefighters had to go door to door to alert residents to
evacuate.

Indeed, a common finding is that plants and local
emergency response organizations often lack any effective
means to notify nearby communities about major chemical
accidents. Furthermore, despite increased funding for
homeland security, some jurisdictions remain unable to
provide firefighters and police with the training and equip-
ment needed to respond to a toxic chemical emergency.

Sometimes it has been good fortune rather than sound
planning that has prevented chemical accidents from
jeopardizing lives. At a south Mississippi petrochemical
complex two years ago, a massive explosion blew apart a
145-foot distillation tower, hurling heavy debris into the air
and igniting fires. When CSB investigators reached the
site, they found that metal debris had missed an anhydrous
ammonia storage vessel by just a few feet.

Most US chemical plants are run in a safe and consci-
entious manner. But until all companies live up to the same
high standards, we will continue to experience major
chemical accidents. It is up to all firms that use and
produce chemicals to eliminate known hazards, to develop
and maintain a positive safety culture, and to educate
customers about accident risks.

As a result of the Bhopal accident, thousands died and
tens of thousands more were injured. That nightmare could
have been avoided the same way accidents today can be
avoided: through meticulous commitment to safety at every
step of the process. Twenty years after Bhopal, we owe
those victims - and our own workers and communities - no
less.

(Reprinted from EPA Region IlI’s Chemical Emer-
gency Preparedness & Prevention Update, February,
2005).

CROSE.....from page 6

Governor Frank O’Bannon appointed Dave to the
Southern States Energy Board’s Transuranic Waste
Transportation Working Group and the Midwest High
Level Radioactive Waste Committee, which he chaired.

Dave also supervised Indiana’s Community Stockpile
Emergency Preparedness Program (CSEPP) and served
as a member of Region V’s Regional Response Team for
hazmat and oil spills.

In addition to his duties as the Coordinator of the IERC
and Indiana’s 91 LEPCs, Dave also served as the Indiana
Program Manager for the HMEP Grant Program and as
Manager of the Indiana SARA Title Il Training Program.
A member of the National Association of SARA Title 11
Program Officials (NASTPO) since 1991, Dave served as

its president from 1997-1999.

Dave is a graduate of the FBI National Academy, the
National Fire Academy, and the National Emergency
Management Institute.

Dave’s awards for his government service include a
Sagamore of the Wabash (Governor Otis Bowen, 1979);
Distinguished Indiana Citizen Award (Governor Robert
Orr, 1984); Kentucky Colonel (Governor John Brown);
Honorary Attorney General (State of Kentucky); Distin-
guished Service Award (Drug Enforcement Administration,
1975); and a Special Award for Education of Youth on
Drug Abuse (President Nixon and the Boys Club of
America, 1971).

We thank Dave for his service to Indiana and the
IERC and wish him a happy retirement!
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